The way the condyle is displaced is closely linked to its physical shape and how the mouth was positioned upon impact, where the condyle strikes the glenoid fossa with intense force, being the condylar fractures more common than this displacement.
which the condyle is lodged inside the zygomatic arch, which is fractured. In addition, Prabhakar and Singla 2 classified the type III dislocation, which describes the ADIMC with no zygomatic arch fracture and no mandible fracture. This study aims to describe a case of ADIMC of the left side associated with maxillofacial fractures. This study, through a retrospective analysis, also presents a review of cases found in English-language literature from 1969 to 2017. In addition, this article describes a reduction technique, as well as the treatment sequence used in the clinical case, and suggests a subclassification of "displacement type III."
Case Report
A 27-year-old male patient suffered a car accident on April 29, 2012, while sitting in the back seat without a seatbelt. He was admitted to the hospital, lucid and aware, with no change in his vital signs, hemodynamically stable. Upon maxillofacial examination, he presented facial trauma and mandibular deviation to the right when fully opening his mouth, and no spontaneous reduction. The patient presented with mild bleeding in the gums of the left posterior mandibular teeth, pain upon palpation of the right preauricular region, and a visible exacerbated edema in the area; the left condyle was not palpable and also presented crackling in left mandibular body. Pain medication was prescribed, and a computed tomography (CT) of the face was requested. The results were as follows: left zygomatic arch fracture without dislocation; fracture of the right process condylar; fracture of the left mandibular body; and anterior and superior dislocation of the left condyle, now located in the temporal fossa (►Figs. 1 and 2). Both the patient and his family were advised about the surgical approach in the right TMJ for the second surgery, because an exacerbated edema had been identified. The patient was taken to the operating room, and after attempts to reduce the left TMJ, the surgeon then applied digital pressure on the coronoid process (using the thumb and forefinger of his left hand, intraorally), while using a bone hook in a minimally invasive reduction (was performed by means of a 3-mm skin incision slightly posterior to the coronoid process, below the zygomatic arch, and a zygomatic bone hook was inserted onto the mandibular notch), described by Melo et al (2015) . 8 Digital pressure was applied because there was a fracture of the left mandibular body. After having reduced the left TMJ dislocation, arch bars were utilized, and fixation of fracture in the mandibular body was performed with the use of 02 plates and 8 screws of the 2.0 fixation system. Stable occlusion was maintained on the postoperative follow-up of the maxillomandibular fixation, using elastics for 2 weeks. The patient and his family excluded the proposed surgery in the right condyle; after 15 days, the patient was sent to functional myofascial treatment with speech therapy. The arch bars were removed 45 days after the first surgery, with stable occlusion, mouth opening of 40 mm, and deviation to the right. After 70 days, during postoperative control, an anterior open bite, of approximately 2 mm, with premature touch molars was observed. A CT exam of the patient's face was requested, which revealed a resorption of the bone crest between teeth 36 and 37, as well as vertical osteolysis (►Fig. 3). To resolve this condition, a modeling prototype and a 2.4 locking plate and screws were proposed to the patient. Intraoral access surgery was performed 115 days after the accident, the inferior alveolar and the mental nerves were preserved, the fibrous connective tissue in the osteolysis area was debrided, and a fixation system (2.4 and 2.0) was performed. A particulate graft from the iliac crest was used, without applying a surgical approach in the fractured right condyle, as requested by the patient and his family (►Fig. 4), despite the information of potential changes related to the nonsurgical approach of the right TMJ. In 5 years of postoperative followups, the patient showed no functional disturbances or ankylosis, and he had occlusal stability with no mouth opening restrictions. A discrete deviation from the median line to the right during the buccal opening that may be related to the presence of condylar fracture not surgically approached was observed. The left condyle remains well positioned and the right condyle is stable, presenting bone remodeling (►Fig. 5).
A retrospective analysis was performed through a systematic search based on two different methods: (1) main search: made in PubMed and Embase databases; (2) search handling: all references of the included studies were read to find articles not found on PubMed or Embase. Including the present case report, nine cases were deemed acceptable for evaluation and analysis, showing the ADIMC as a rare condition in the literature. The diagnosis, management, and 
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The anterior mandibular dislocation is the most common dislocation of the TMJ and is connected to common extension movements, such as yawning or hypermotility of the joint. [15] [16] [17] [18] Occasionally, it is associated with a high-impact trauma to the jaw, the latter being an extremely rare condition. 12, 19 The diagnosis of condylar luxation is clinical;
however, image exams are important in classifying the types of condylar luxation and associated fractures.
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Superior dislocation of the condyle into medial cranial fossa and lateral and posterior displacements are rare and usually associated with facial trauma. 21 The authors suggested a type III dislocation, which they described as "the clinical condition when the condyle has passed anteriorly and then superiorly to enter the temporal fossa and is lodged between the unfractured zygomatic arch on the lateral side and the temporal fossa and its contents on the medial side, with an intact mandible." In the present study, regarding ►Table 1, the authors agreed that the nomenclature of anterosuperior dislocation is more appropriate than SD, as reported by other authors.
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However, mandible fracture was not considered in the Prabhakar and Singla classification. Thus, the present study proposes a new type III classification by dividing it into two categories: type IIIA, as described by Prabhakar and Singla, and type IIIB, which could be described as a "clinical condition when the condyle has passed anteriorly and then superiorly to enter the temporal fossa and is between the zygomatic arch fracture but without displacement to the lateral side and the temporal fossa and its contents on the medial side are associated with a mandible fracture." Radiographs and CT exams can help confirm and classify the type of condylar dislocation, as well as identify maxillofacial fractures. 25 In the present study, the CT proved to be useful in the classification of the condylar dislocation (type III). Closed reduction is the first choice of treatment for anterosuperior dislocation. It is less traumatic and safer than all other techniques. 25, 26 However, condylar luxation may cause muscle spasms and, depending on the time span between the injury and treatment, fibrous adhesion in the TMJ, which in turn disturbs condyle reduction. 27 In the present case, the approach was performed under general anesthesia, and manual and minimally invasive reduction Table 1 were used together to reduce the left condyle and then stabilize the left mandibular body fracture. Different dislocations require different approaches, as the closed techniques to open approaches can be observed in the approaches of different authors. Choosing the right approach depends on the displacement's evolution time. Shorter times appear to be linked to better results.
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The present literature review (►Table 1) showed that the time between injury and reduction ranged from 1 to 45 days, and most cases were treated with open reduction presenting a delayed approach, which was different from the cases treated with closed reduction, using less development time.
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The reduction of late time seems to be related to increased difficulty reduction by manual techniques.
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Conclusion
Different approaches can be used for different types of mandibular condyle displacements, whether fractured or not. Based on the case presented herein, as well as on literature review, it can be concluded that the anterosuperior specific offset for temporal fossa is a rare occurrence, and the treatment can range from a noninvasive approach to even more complex surgical approaches.
We observed in this clinical case (mandibular fracture that needs to be stabilized with a 2.0 fixation system-load sharing) that it was possible to perform a closed reduction under general anesthesia and the minimally invasive reduction, simultaneously, before load sharing (to avoid plate deformation). Such results were obtained in a scenario where treatment started in a small time span after the trauma. Some factors may make it difficult, or even impossible, to achieve a noninvasive/minimally invasive reduction: time elapsed, fractures in the condyle, and other mandibular fractures, among other relevant factors. 
